or heparin sodium (12 of 27) . Sixteen of the 21 cases presenting later were given anticoagulants and 15 of these cases were given heparin sodium. Control of anticoagulation was inadequate in nine of the 27 cases treated with anticoagulants during the first period and in only two of 16 treated during the second period. During the first treatment period neurological complications were more frequent when control of anticoagulation was inadequate.
Since the first reports of prosthetic valve endocarditis in 1962-63' the number of cases has increased. This is the result of an increase in the number of patients undergoing valve replacement and of the longer survival of these patients. The overall prevalence of late prosthetic valve endo- 69 number of cases with the risk factor) of atrioventricular conduction abnormality, fever persisting for over 10 days despite adequate antibiotic treatment, and neurological complication was similar during both periods. Cardiac failure caused by valve dysfunction was indicative of poor prognosis in the first period only. An isolated new regurgitant murmur was not associated with a poor prognosis-two patients of the eight cases died. Neither was operated upon. The prognosis of cases of nonstreptococcal endocarditis (14 deaths out of 16 cases) was significantly worse than the prognosis of cases of streptococcal endocarditis (three deaths out of 13 cases) between 1971 and 1980 (p < 0 001). However, from 1981 to 1985 the outcome of these two groups was not different; there were three deaths out of 11 cases of non-streptococcal endocarditis and one death out of 10 cases of streptococcal endocarditis.
The mortality associated with the type of organism and treatment during the two periods could not be compared because the numbers of cases were too small. The prognosis of surgically treated cases of non-streptococcal endocarditis seems to be better in the second period, however (table 7) . Discussion This study indicates a considerable improvement in the prognosis of late prosthetic valve endocarditis between 1971-80 and 1981-85. The overall mortality was similar to that seen in a review of published series in 1982 in which the case-fatality rate for 193 cases was 46%.2 Many factors may have contributed to this trend; some are related to the general improvement in medical care and surgical procedures and are thus difficult to analyse. Thus the differences between two successive periods must be interpreted with care. But an improvement in the treatment of late prosthetic valve endocarditis has been noted by others too. 4 
